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Disclaimer	  
•  I	  am	  not	  a	  neurobiologist!	  	  This	  is	  a	  layperson’s	  
understanding	  of	  brain	  func?oning	  based	  on	  
published	  research.	  	  I	  use	  informa?on	  from	  	  
1.  The	  Amazing	  Brain	  by	  the	  Trauma	  Academy	  by	  Dr.	  

Bruce	  Perry	  	  
•  hNp://childtraumaacademy.com/amazing_brain/index.html	  	  

2.  The	  Body	  Keeps	  the	  Score,	  Bessel	  van	  der	  Kolk	  	  
3.  Janina	  Fisher’s	  Trauma	  Informed	  Stabiliza?on	  

Treatment	  	  
4.  Dr.	  Stephen	  Porges,	  The	  PolyVagal	  Theory	  
5.  Harvard	  University	  Center	  for	  the	  Developing	  Child	  
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Q&A	  
•  Define	  trauma	  according	  to	  SAMHSA:	  

•  A)	  “Trauma?c	  events	  overwhelm	  the	  ordinary	  systems	  of	  care	  that	  
give	  people	  a	  sense	  of	  control,	  connec?on	  and	  meaning.”	  

•  B)	  “Interac?onist	  perspec?ve:”	  person	  and	  situa?on.	  	  	  
•  C)	  “Psychic	  trauma	  occurs	  when	  a	  sudden,	  unexpected,	  

overwhelming	  intense	  emo?onal	  blow	  or	  a	  series	  of	  blows	  assaults	  
the	  person	  from	  outside.	  Trauma?c	  events	  are	  external,	  but	  they	  
quickly	  become	  incorporated	  into	  the	  mind”	  

•  D)	  “Trauma	  results	  from	  event	  experienced	  by	  an	  individual	  as	  
physically	  or	  emo?onally	  harmful	  or	  threatening	  and	  that	  has	  
las?ng	  adverse	  effects	  func?oning	  and	  well-‐being.”	  

•  E)	  “Trauma?za?on	  occurs	  when	  both	  internal	  and	  external	  
resources	  are	  inadequate	  to	  cope	  with	  external	  threat”	  

Q&A	  

•  Define	  universal	  precau?ons:	  

•  A)	  	  Everyone	  has	  trauma.	  
•  B)	  Treat	  and	  protect	  everyone	  equally.	  
•  C)	  Take	  a	  thorough	  assessment	  of	  trauma	  
history	  with	  everyone.	  

•  D)	  Force	  disclosure.	  
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Q&A	  

•  What	  are	  two	  mechanisms	  that	  convert	  early	  
childhood	  adversity	  into	  biomedical	  disease?	  

•  A)	  Trauma?c	  brain	  injury	  and	  psychosis.	  
•  B)	  Bloodborne	  pathogens	  and	  environmental	  
toxicity.	  

•  C)	  GMO	  foods	  and	  gluten	  
•  D)	  Unsafe	  behaviors	  and	  neuro-‐dysregula?on.	  

Q&A	  

•  What	  specific	  effects	  does	  chronic	  neuro-‐
dysregula?on	  have	  on	  the	  human	  body?	  

•  A)	  Suppression	  of	  the	  immune	  system	  
•  B)	  Ac?va?on	  of	  pro-‐inflammatory	  molecules	  
•  C)	  Both	  of	  the	  above.	  
•  D)	  None	  of	  the	  above.	  
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•  More	  trauma	  -‐>	  homelessness	  
•  Unsafe	  behaviors	  -‐>	  sub	  abuse	  
•  Unsafe	  rela?onships	  -‐>	  dom	  vio	  
•  Unsafe	  thoughts	  -‐>	  suicide	  
•  Physical	  pain	  and	  illness	  

Trauma	  

•  More	  safety	  -‐>	  self	  leadership	  
•  Safe	  behaviors	  -‐>	  self-‐regula?on	  
•  Safe	  rela?onship	  -‐>	  safe	  boundaries	  
•  Safe	  thoughts	  -‐>	  alive,	  survive,	  thrive	  
•  Self	  care	  and	  treatment	  

Safety	  

Bodily	   func?ons	   like	   breathing,	  
circula?on,	   diges?on	   respond	  
to	   the	   emo?ons	   we	   actually	  
feel,	   not	   to	   moral	   precepts.	  	  
The	  body	  s?cks	  to	  the	  facts.	  
	  
	  
-‐	  Alice	  Miller	  
The	  Body	  Never	  Lies:	  The	  lingering	  effects	  of	  hurmul	  
paren?ng,	  pg.	  33	  
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Mental	  Health	  Science	  
Clinicians	  and	  neuroscien?sts	  propose	  a	  new	  umbrella	  discipline	  
they	  call	  "mental	  health	  science"	  to	  marry	  the	  benefits	  of	  both	  
disciplines	  by	  clinicians	  and	  neuroscien?sts	  working	  together	  to	  
understand	  and	  improve	  psychological	  treatments.	  
1.  Uncover	  the	  neurobiological	  mechanisms	  of	  exis?ng	  

psychological	  treatments.	  	  
2.  Neuroscience	  is	  providing	  "unprecedented"	  insights	  that	  can	  

relieve	  dysfunc?onal	  behavior—prac??oners	  can	  use	  those	  
insights	  to	  create	  new	  and	  improved	  psychological	  
treatments.	  	  

3.  The	  next	  genera?on	  of	  clinical	  scien?sts	  and	  neuroscien?sts	  
should	  work	  more	  closely	  together.	  

	   	  Emily	  A.	  Holmes,	  Michelle	  G.	  Craske	  &	  Ann	  M.	  Graybiel,	  Nature	  Magazine,	  2014	  

Developmental	  traumatology	  	  

•  Aim	  is	  to	  unravel	  the	  complex	  interac?ons	  
between	  an	  individual’s	  gene?c	  [and	  epigene?c]	  
cons?tu?on,	  their	  unique	  psychosocial	  
environment	  and	  the	  proposed	  cri?cal	  periods	  of	  
vulnerability	  for	  and	  resiliencies	  to	  maltreatment	  
experiences	  and	  to	  determine	  how	  such	  factors	  
may	  influence	  changes	  in	  biological	  stress	  
systems	  and	  brain	  development,	  thus	  leading	  to	  
the	  known	  serious	  consequences	  of	  early	  life	  
stress	  [later	  in	  life].	  

Teicher	  et	  al.,	  2010	  
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…and	  the	  brain	  

	  “Without	  understanding	  the	  basic	  
principles	  of	  how	  the	  brain	  develops	  and	  
changes,	  we	  cannot	  expect	  to	  design	  and	  
implement	  effec?ve	  interven?ons.”	  
	  	   	   	   	  	  	  	  Bruce	  Perry,	  M.D.	  

11	  
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…the	  nervous	  system…	  

“If	  treatments	  are	  unable	  to	  shit	  the	  client	  to	  a	  
calmer	  physiological	  state,	  then	  access	  to	  the	  
psychological	  mechanisms	  and	  processes	  that	  
have	  been	  the	  bases	  of	  psychotherapy	  may	  not	  
be	  efficiently	  available.”	  

The	  PolyVagal	  Theory	  
Dr.	  Stephen	  Porges	  

2011	  
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Trauma…	  

“Many	  problems	  of	  trauma?zed	  children	  can	  be	  
understood	  as	  efforts	  to	  minimize	  objec?ve	  
threat	  and	  to	  regulate	  their	  emo?onal	  distress.	  
Unless	  caregivers	  understand	  the	  nature	  of	  such	  
re-‐enactments	  they	  are	  liable	  to	  label	  the	  child	  
as	  “opposi?onal”,	  ‘rebellious”,	  “unmo?vated”,	  
and	  “an?social”.	  “	  

Bessel	  van	  der	  Kolk	  	  
Developmental	  trauma	  disorder	  

Trauma/PTSD	  	  	  	  	  	  	  	  	  	  	  neurological	  disability	  

•  Complex	  trauma/PTSD	  interferes	  with	  a	  person’s	  ability	  
to	  store	  and	  retrieve	  informa?on.	  (Memory	  
impairments)	  

•  Trauma	  interferes	  with	  the	  interpreta?on	  and	  
communica?on	  func?ons	  of	  the	  brain,	  leading	  to	  non-‐
verbal	  communica?on	  and	  misinterpreta?on	  of	  non-‐
verbal	  signals.	  (Interpersonal	  and	  communica?on	  
impairments)	  

•  Understanding	  brain	  development	  and	  func?oning	  
helps	  decipher	  how	  the	  person	  is	  interpre?ng	  the	  
world	  around	  him/her.	  (Fundamental	  need	  for	  safety	  
to	  func?on	  now)	  
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SAMHSA	  
•  Individual	  trauma	  results	  from	  an	  event,	  series	  of	  
events,	  or	  set	  of	  circumstances	  that	  is	  experienced	  
by	  an	  individual	  as	  physically	  or	  emo?onally	  harmful	  
or	  threatening	  and	  that	  has	  las?ng	  adverse	  effects	  on	  
the	  individual's	  func?oning	  and	  physical,	  social,	  
emo?onal,	  or	  spiritual	  well-‐being.	  

•  www.samhsa.gov/traumajus?ce/traumadefini?on/defini?on.aspx	  	  

Overwhelming	  
event	  

Inability	  to	  
cope	   Loss	  of	  safety	  

Adult	  disease	  
•  ACEs	  are	  related	  to	  adult	  disease	  by	  2	  e?ologic	  
mechanisms:	  

1.  Conven?onal	  risk	  factors	  that	  are	  actually	  aNempts	  at	  
self-‐help	  through	  largely	  non-‐conscious,	  unsafe	  
strategies.	  	  Unsafe	  behaviors	  	  

2.  The	  effects	  of	  chronic	  stress	  as	  mediated	  through	  
chronic	  hypercor?solemia,	  pro-‐inflammatory	  cytokines	  
and	  other	  stress	  responses	  on	  the	  developing	  brain	  and	  
body	  systems,	  dysregula?on	  of	  the	  stress	  response,	  and	  
pathophysiological	  mechanisms	  yet	  to	  be	  discovered.	  	  
Neuro-‐dysregula?on	  

“The	  Rela?onship	  of	  ACEs	  to	  Adult	  Medical	  Disease,	  Psychiatric	  Disorders	  and	  Sexual	  
Behaviors:	  	  Implica?ons	  for	  healthcare,”	  Feli|	  and	  Anda	  in	  The	  Impact	  of	  Early	  Life	  Trauma	  
on	  Health	  and	  Disease,	  	  Lanius,	  2010	  
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Visceral	  homeostasis	  
Measure:	  Heart	  rate	  variability	  

•  Stress	  is	  observed	  when	  behavior	  becomes	  
disorganized	  and	  homeosta?c	  processes	  are	  
disrupted.”	  
–  Porges,	  The	  PolyVagal	  Theory,	  2010,	  pg.	  63	  

•  Homeostasis	  reflects	  the	  regula?on	  of	  internal	  
viscera	  and	  stress	  reflects	  the	  subjuga?on	  of	  
internal	  needs	  in	  response	  to	  external	  needs.	  
–  Porges,	  The	  PolyVagal	  Theory,	  2010,	  pg.	  67	  

•  Individuals	  exhibi?ng	  problems	  of	  homeostasis	  will	  
have	  the	  greatest	  stress	  vulnerability.	  
–  Porges,	  The	  PolyVagal	  Theory,	  2010,	  pg.	  68	  

PTSD	  =	  nervous	  system	  dysregula?on	  

•  PTSD	  is	  associated	  with	  limbic	  instability	  
altera?ons	  in	  the	  HPA	  (hypothalamic–	  pituitary–
adrenal)	  axis	  and	  the	  sympatho-‐adrenal-‐
medullary	  axes	  
– affec?ng	  neuroendocrine	  and	  immune	  func?ons	  
– central	  nervous	  system	  effects	  resul?ng	  in	  pseudo-‐
neurological	  symptoms	  and	  disorders	  of	  sleep–wake	  
regula?on	  

–  result	  in	  autonomic	  nervous	  system	  dysregula?on.	  
(Gupta,	  2013)	  
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Trauma	  and	  the	  immune	  system	  

•  Stress	  exposure	  affects	  the	  neurotransmiNer	  
systems,	  the	  neuroendocrine	  system	  and	  the	  
immune	  system.	  (Porges,	  2011)	  

•  Immune	  dysregula?on	  and	  inflamma?on	  
associated	  with	  trauma	  histories.	  	  	  Mechanism	  
via	  global	  and	  gene-‐specific	  DNA	  methyla?on.	  	  
(Smith,	  et.	  al.,	  2011)	  

Trauma	  impairs	  the	  immune	  system	  

•  Childhood	  neglect	  4x	  increased	  risk	  of	  
autoimmune	  disorders	  	  

•  Sexually	  abused	  women	  6x	  increased	  risk	  for	  
autoimmune	  disorders	  

•  Vietnam	  War	  veterans	  3.3x	  increased	  risk	  for	  
autoimmune	  disease.	  	  

•  Stress	  suppresses	  the	  immune	  func?on,	  
significantly	  increases	  risk	  for	  infec?ons,	  
tumors	  and	  death.	  (Porges,	  2011)	  
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Chronically	  stressful	  emo?onal	  paNerns	  
could	  induce	  inflammatory	  disease	  in	  the	  gut	  
through	  the	  media?on	  of	  the	  psycho-‐
immunological	  super-‐system	  and	  the	  
ac?va?on	  of	  pro-‐inflammatory	  molecules	  by	  
stress.	  

Gabor	  Mate	  
When	  the	  Body	  Says	  No:	  	  

Exploring	  the	  Stress-‐Disease	  ConnecCon,	  pg.	  138	  

Trauma	  and	  epigene?cs	  
•  Epigene?c	  modifica?ons,	  such	  as	  DNA	  methyla?on,	  
can	  occur	  in	  response	  to	  environmental	  influences	  
to	  alter	  the	  func?onal	  expression	  of	  genes	  in	  an	  
enduring	  and	  poten?ally,	  intergenera?onally	  
transmissible	  manner.	  

•  Support	  includes	  	  
–  recent	  findings	  of	  stress-‐related	  gene	  expression	  
–  in	  utero	  contribu?ons	  to	  infant	  biology	  
–  the	  associa?on	  of	  PTSD	  risk	  with	  maternal	  PTSD	  and	  	  
–  the	  relevance	  of	  childhood	  adversity	  to	  the	  development	  
of	  PTSD.	  

Yehuda,	  2009	  
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Super-‐u?lizers	  
•  (1)	  Early-‐life	  instability	  and	  traumas,	  including	  parental	  
loss,	  unstable	  or	  violent	  rela?onships,	  and	  transiency,	  
informed	  many	  par?cipants’	  health	  and	  health	  care	  
experiences;	  	  

•  (2)	  Many	  ‘‘high	  u?lizers’’	  described	  a	  history	  of	  difficult	  
interac?ons	  with	  health	  care	  providers	  during	  
adulthood;	  	  

•  (3)	  Over	  half	  of	  the	  par?cipants	  described	  the	  
importance	  to	  their	  well-‐being	  of	  posi?ve	  and	  ‘‘caring’’	  
rela?onships	  with	  primary	  health	  care	  providers	  and	  
the	  outreach	  team.	  	  

•  According	  to	  the	  Centers	  for	  Medicare	  and	  Medicaid,	  
1%	  of	  all	  pa?ents	  -‐-‐	  the	  super	  u?lizers	  -‐-‐	  are	  
responsible	  for	  22%	  of	  all	  health	  spending.	  

made to find permanency with an
appropriate adoptive or kinship
resource in a timely manner.

Unfortunately, although rare, children
also may be further victimized by
abuse and/or neglect in foster homes.
Although many foster homes provide
good to excellent care for children
and youth, some foster parents lack
the skills, patience, and support
necessary to care for children with
childhood trauma and the resulting
complex behavioral, medical,
emotional, developmental, and
psychosocial needs. Nor do they have
access to the array of supports and
services that would help them.

Pediatricians, in particular, must
remain alert to signs of poor care/
abuse/neglect in foster and kinship
homes and report suspected concerns
to child protective services and foster
care caseworkers. Worrisome signs
include poor weight gain, lack of
warmth between the child and the
foster parent, a caregiver who is
overly rigid and speaks harshly to the
child, frequent missed/canceled
appointments, and failure to comply
with health recommendations, in
addition to the usual signs of child
abuse or neglect. Thus, pediatric
health visits are an opportunity to
screen the child for signs of abuse and
neglect, assess the quality of the
parent-child relationship, and share
concerns with the child’s caseworker
or the professional responsible for
certifying the foster home.

OUTCOMES OF FOSTER CARE

Long-term outcomes of foster care
have been inadequately studied.
National data indicate that 59% of
children return to a parent or relative,
11% age out of foster care, and 21%
are adopted out of foster care.8

Prevalence studies on specific
populations of foster care alumni who
have aged out show high rates of
clinically significant mental health
problems (54%), chronic medical
illness (30%), unemployment

(19%–37%), poverty (33% live at or
below the poverty level), lack of
health insurance (33%–50%), and
homelessness within 1 year of
emancipation (22%–36%).50–53 High
school completion varies from 50% to
85% but may occur years after
emancipation, with 25% of those who
graduate doing so through
completion of a graduate equivalency
diploma.54 Rates of postsecondary
education are low (16%), and only
1.8% complete a bachelor’s degree by
25 years of age.55,56 One study of
young adults who lived in foster care
during adolescence found
a prevalence of posttraumatic stress
disorder twice that of combat
veterans.52 These prevalence studies
of high-risk adult populations do not
indicate “cause and effect,” because
they are not representative and do
not account for other variables, such
as preplacement childhood trauma,
that may have led to poor outcomes.
Rushton and Dance57 conducted
a small study on a group of children
in Great Britain who were adopted
out of care between 5 and 11 years of
age. Although 49% of adoptive
families were doing well, 23% of
adoptions had disrupted, meaning the
child was removed and returned to
foster care. Predictors of disruption
were rejection of the child by the
birth parent, older age at adoption,
and a larger number of placements or
returns to birth family before
adoptive placement.

HEALTH STATUS AT ENTRY TO FOSTER
CARE

The complex trauma histories of
children who enter foster care and
their poor access to appropriate
health care services compound their
significant unmet health
needs.1,41,58–62 In fact, limited health
care access and unmet health needs
may persist in foster care.3,43

Furthermore, children whose
biological parents were investigated
for suspected maltreatment and
remained at home have similar rates

of physical, developmental, and
mental health problems as children
placed in foster or kinship care.3

Data from the past 30 years
demonstrating the high prevalence of
health problems has led the American
Academy of Pediatrics (AAP) to
classify children in foster care as
a population of children with special
health care needs.1,3,41,43,58,59,61,62

Childhood trauma and adversity
underlie health issues, and the
ongoing loss and uncertainty in foster
care may exacerbate rather than
ameliorate problems. Overall, 30% to
80% of children come into foster care
with at least 1 physical health
problem, with fully one-third having
a chronic health condition.3,16,35,41 It
is common for such problems to have
gone undiagnosed and untreated
before foster care. In addition, 46% to
60% of children younger than 6 years
have a developmental disability that
qualifies them for services. Up to 80%
of children in foster care enter with
a significant mental health
need,1,3,41,43 and 20% have
significant dental issues (Table 1).

Understanding the role of childhood
trauma in the emergence of child
mental health problems is extremely
important, because it will direct the
child toward appropriate treatment.

TABLE 1 Health Problems at Entry to Foster
Care41

Problem or Condition %

Chronic or untreated physical
health condition

35–45

Birth defect 15
Mental health problem 40–95
Developmental/educational:
Developmental delay in child ,5 y 60
Special education placement/academic

underachievement
45

Significant dental conditionsa 20
Family problemsb 100
Reproductive health issue risks
(eg, pregnancy and sexually
transmitted infections)

100

a Data are from Starlight Pediatrics, personal commu-
nication. Sangeeta Gajendra, DDS, MPH, Eastman School
of Dentistry, Clinical Chief of Community Dentistry,
Rochester NY, 2002.
b By definition, because that is why they are in foster
care.

e1146 FROM THE AMERICAN ACADEMY OF PEDIATRICS
by guest on May 16, 2016Downloaded from 

Health	  Care	  Issues	  for	  Children	  and	  
Adolescents	  in	  Foster	  Care	  and	  

Kinship	  Care	  
COUNCIL	  ON	  FOSTER	  CARE,	  ADOPTION,	  

AND	  KINSHIP	  CARE	  
2015	  



11/2/16	  

14	  

Vox,	  2016	  
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THE	  BRAIN	  

Goal	  of	  Brain	  Development	  
“The	  goal	  of	  brain	  development	  is	  to	  produce	  an	  
organism	  that	  is	  well	  suited	  to	  the	  demands	  of	  
the	  environment.”	  

Teicher,	  Tomoda	  &	  Andersen,	  2006	  



11/2/16	  

16	  

Brain	  rules	  
•  The	  human	  brain	  is	  very	  plas?c:	  	  Capable	  of	  changing	  
in	  response	  to	  paNerned,	  repe??ve	  ac?va?on.	  	  	  Born	  
to	  learn	  new	  skills	  

•  Once	  organized,	  the	  brain	  is	  less	  responsive	  or	  less	  
plas?c	  to	  the	  environment.	  Harder	  to	  re-‐learn	  

•  The	  brain	  changes	  in	  a	  use-‐dependent	  fashion.	  Use	  it	  
or	  lose	  it	  and	  what	  fires	  together,	  wires	  together	  

•  To	  change	  the	  brain	  (learn	  new	  skills),	  the	  experience	  
has	  to	  ac?vate	  the	  part	  of	  the	  brain	  that	  controls	  the	  
func?on.	  	  Actual	  use	  over	  discussion	  of	  use	  

Threat	  alarm	  

•  Raised	  in	  an	  environment	  of	  persistent	  threat,	  
the	  child	  will	  have	  altered	  arousal	  baseline:	  
– Trauma?zed	  children	  remain	  in	  a	  physiological	  
state	  of	  persistent	  alarm.	  

–  	  Internal	  state	  of	  calm	  rarely	  obtained.	  

Perry,	  The	  Amazing	  Brain	  
www.childtraumaacademy.com/amazing_brain/index.html	  	  
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Feli|,	  2009	  

Adverse	  childhood	  experiences	  (ACEs)	  

Neurosequen?al	  Model	  of	  Therapeu?cs	  (Perry)	  
•  Developmentally	  sensi?ve,	  neurobiologically	  informed	  approach	  

to	  clinical	  work,	  not	  a	  specific	  therapeu=c	  technique	  or	  
interven=on.	  

•  The	  idea	  is	  to	  start	  with	  the	  lowest	  (in	  the	  brain)	  undeveloped/
abnormally	  func?oning	  set	  of	  problems	  and	  move	  sequen?ally	  up	  
the	  brain	  as	  improvements	  are	  seen.	  Bo@om	  up	  

•  Examples	  for	  brainstem	  s?mula?on	  include	  dance,	  music,	  or	  
massage,	  especially	  for	  children	  whose	  persis?ng	  fear	  state	  is	  so	  
overwhelming	  so	  their	  brainstem	  is	  regulated	  by	  safe,	  predictable,	  
repe??ve	  sensory	  input.	  	  Self-‐regulatory	  

•  An	  example	  of	  a	  limbic	  interven?on	  is	  posi?ve,	  nurturing,	  
predictable	  interac?ons	  with	  safe	  peers,	  teachers,	  and	  caregivers,	  
to	  bond	  with	  others	  via	  increased	  posi?ve	  rela?onships	  or	  
therapeu?c	  rela?onships.	  	  Interpersonal	  	  

•  An	  example	  of	  cor?cal	  interven?ons	  is	  narrate	  in	  a	  ?me	  
sequen?al	  manner	  to	  understand	  personal	  history	  or	  
consequences.	  	  Cogni=ve	  
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Safety	  –	  nonverbal	  and	  nonrela?onal	  
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Neurosequen?al	  Model	  of	  Therapeu?cs	  for	  Children	  

Therapeu?c	  work	  can	  then	  move	  to	  more	  rela?onal-‐related	  
problems	  (limbic)	  using	  more	  tradi?onal	  play	  or	  arts	  therapies	  and	  
to	  improve	  fundamental	  dyadic	  rela?onal	  skills.	  
	  
Focus	  first	  on	  the	  poorly	  organized	  brainstem/diencephalon	  and	  
related	  self-‐regula?on,	  aNen?on,	  arousal,	  and	  impulsivity	  	  
Using	  any	  variety	  of	  paNerned,	  repe??ve	  somatosensory	  ac?vi?es	  to	  
provide	  these	  brain	  areas	  paNerned	  neural	  ac?va?on	  necessary	  for	  
re-‐organiza?on:	  music,	  movement,	  yoga	  (breathing),	  and	  drumming	  
or	  therapeu?c	  massage.	  	  
	  

Therapeu?c	  techniques	  can	  then	  be	  more	  verbal	  and	  insight	  
oriented	  (cor?cal)	  using	  any	  variety	  of	  cogni?ve-‐behavioral	  or	  
psychodynamic	  approaches.	  	  
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Neuro-‐sequen?al	  model	  

Cogni?on,	  reasoning,	  future	  orienta?on,	  abstract	  thought,	  
complex	  language,	  imagina?on,	  crea?vity,	  design	  	  

Primate	  

Interconnec?on,	  social-‐emo?onal,	  connec?on,	  belonging,	  
teamwork,	  emo?onal	  sounds,	  empathy,	  aNen?on	  to	  

rela?onship	  
Mammalian	  

Self-‐regula?on,	  self-‐protec?on,	  self-‐direc?on,	  5	  senses,	  
motor	  muscles,	  ac?on,	  rhythm,	  rou?ne,	  aNen?on	  to	  

environment,	  protec?ve	  uNerances	  (hiss)	  
Rep?lian	  

Composing	  music	  

Playing	  music	  

Listening	  to	  music	  

Trauma-‐informed	  values	  in	  the	  NSM	  

Cogni?on:	  	  
Cultural,	  Historical,	  and	  

Gender	  Messages	  

Rela?ons:	  Trustworthiness	  and	  Transparency	  	  
Peer	  Support	  	  

Collabora?on	  and	  Mutuality	  	  

	  
Self:	  	  

Empowerment,	  Voice	  and	  Choice	  	  
Safety	  	  
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Stages	  of	  Trauma	  Recovery	  

Judith	  L.	  Herman,1992	  

Stage	  1	  present	  
•  Establishing	  Safety:	  
•  Increase	  safe	  
coping	  skills,	  self-‐
regula=on	  and	  
self-‐care	  

•  Decrease	  trauma	  
symptoms	  and	  
unsafe	  behaviors	  

Stage	  2	  past	  
•  Remembrance	  
and	  mourning	  
•  Honoring	  
the	  past	  

•  Mourning	  
the	  losses	  

Stage	  3	  future	  
•  Reconnec=on:	  
•  Reconnec=ng	  
to	  one’s	  future	  

•  Inves=ng	  in	  
future	  goals	  

•  Seeing	  
rela=onships	  
as	  enduring	  

Neurobiology	  of	  the	  brain	  
•  MacLean's	  Triune	  Brain	  Model	  
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Communica?on	  channels	  
•  “Gut	  feelings	  are	  an	  important	  part	  of	  the	  body’s	  
sensory	  apparatus,	  helping	  us	  to	  evaluate	  the	  
environment	  and	  assess	  whether	  a	  situa?on	  is	  
safe….Pain	  in	  the	  gut	  is	  also	  a	  mode	  of	  
percep?on.	  	  Physiologically,	  the	  pain	  pathways	  
channel	  informa?on	  that	  we	  have	  blocked	  from	  
reaching	  us	  by	  more	  direct	  routes.	  Pain	  is	  a	  
powerful	  secondary	  mode	  of	  percep?on	  to	  alert	  
us	  when	  our	  primary	  modes	  have	  shut	  down.	  	  It	  
provides	  us	  with	  data	  that	  we	  ignore	  at	  our	  
peril.”	  
– Maté,	  pg.	  152	  

•  Specific	  inves?ga?on	  of	  the	  literature	  suggests	  
that	  the	  PNS,	  virtually	  independent	  of	  the	  
SNS,	  regulates	  homeosta?c	  processes	  and	  
would	  be	  most	  sensi?ve	  to	  stress.	  
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•  The	  vagus	  and	  its	  branches	  account	  for	  
approximately	  80%	  of	  the	  parasympathe?c	  
nervous	  system,	  which	  makes	  up	  80%	  of	  the	  
sensory	  apparatus.	  

Percep?ons	  
•  Propriocep?on	  –	  sense	  of	  self	  in	  space	  
•  Interocep?on	  –	  func?onal	  awareness	  of	  what	  is	  
happening	  in	  the	  body	  

•  Equilibriocep?on	  –	  sense	  of	  balance	  
•  Nocicep?on	  –	  sense	  of	  pain,	  pain	  threshold	  
•  Chronocep?on	  –	  sense	  of	  ?me	  
•  Neurocep?on	  –	  sense	  of	  safety,	  danger	  and	  life	  
threat	  
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Polyvagal	  theory	  –	  Dr.	  Stephen	  Porges	  

•  Part	  of	  the	  current	  revolu?on	  in	  trauma	  treatment	  
(present,	  body-‐centered,	  safety-‐focused,	  ac?on	  
oriented	  vs.	  past-‐focused	  talk	  therapy)	  

•  Fills	  gaps	  in	  tradi?onal	  simple	  Autonomic	  Nervous	  
System	  model	  as	  it	  applies	  to	  trauma	  	  

•  Mammalian	  vagal	  system	  more	  complex:	  	  
–  Primi?ve	  dorsal	  vagal	  freeze/shut	  down	  system	  
– Mammalian	  ventral	  vagal	  social	  engagement	  system	  	  
–  Vagal	  brake	  on	  sympathe?c	  arousal	  	  
– Neurocep?on	  
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Neurocep?on	  
•  The	  constant,	  con?nuous,	  non-‐conscious	  
appraisal	  of	  safety,	  danger	  and	  life	  threat.	  

•  Largely	  outside	  the	  realm	  of	  awareness	  and	  
language	  and	  inherent	  in	  our	  biology	  from	  birth	  

•  Tracking	  and	  scanning	  processes	  can	  become	  
overly	  sensi?zed	  to	  danger	  and	  life	  threat	  and	  
un-‐oriented	  to	  safety	  and	  connec?on.	  

Vagal	  brake	  
•  Infants	  who	  have	  difficul?es	  in	  

regula?ng	  the	  vagal	  brake	  (i.e.,	  
decreasing	  cardiac	  vagal	  tone)	  
during	  social/aNen?on	  tasks	  
later	  in	  life	  have	  difficul?es	  
developing	  appropriate	  social	  
interac?ons	  requiring	  reciprocal	  
engagement	  and	  
disengagement	  strategies.	  

•  When	  sympathe?c	  tone	  
(threat)	  drives	  the	  body	  in	  an	  
unsustainable	  way,	  physiology	  
demands	  some	  respite	  and	  it	  
oten	  comes	  in	  the	  form	  of	  
shut-‐down.	  	  

•  Unmyelinated	  dorsal	  vagal	  
system	  results	  in	  the	  following	  
nonconscious,	  automa?c	  
responses:	  
–  Freezing	  	  
–  Speechlessness	  	  
–  Dissocia?on	  
–  Involuntary	  Defeca?on	  	  
–  Involuntary	  Urina?on	  	  
–  Fain?ng	  	  
–  Shock	  	  
–  Sense	  of	  Effort	  (difficulty	  to	  move)	  
–  “I	  don’t	  know”	  
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Neurocep?ve	  Invalidity	  
•  Vic?ms	  of	  abuse	  have	  sate	  regula?on	  difficul?es	  with	  a	  bias	  

toward	  behavioral	  states	  that	  are	  self-‐protec?ve.	  	  This	  
poten?al	  vulnerability	  to	  be	  defensive	  may	  result	  in	  
difficul?es	  feeling	  safe	  with	  others	  and	  in	  developing	  
trus?ng	  social	  rela?onships	  (Porges,	  pg.	  240)	  

•  A	  history	  of	  abuse	  may	  “tune”	  the	  nervous	  system	  to	  be	  
cau?ons	  and	  prepared	  for	  defensive	  fight-‐or-‐flight	  
behaviors,	  even	  when	  real	  dangers	  do	  not	  exist.	  (Porges,	  
239)	  

•  It	  is	  possible	  that	  neurocep?on	  of	  the	  [social]	  environment	  
provides	  an	  invalid	  indicator	  for	  individuals	  with	  [complex	  
trauma].	  	  Thus,	  rather	  than	  being	  calm	  in	  the	  presence	  of	  
another	  “nonthreatening”	  human,	  the	  ANS	  is	  regulated	  to	  a	  
state	  that	  supports	  fight	  and	  flight	  as	  the	  social	  defense	  
system.	  (Porges,	  236)	  

ACTIVELY	  BUILDING	  SAFETY	  SKILLS	  
Safety,	  self-‐protec?on,	  self-‐regula?on	  
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•  Rela?onal	  interven?ons	  are	  contraindicated	  and	  
mastered	  defense	  strategies	  will	  be	  used.	  A	  
dorsal	  vagal	  shit	  is	  very	  common	  in	  modern	  life,	  
but	  oten	  unrecognized,	  because	  to	  others	  it	  can	  
appear	  quite	  erroneously	  as	  being	  well-‐behaved	  
or	  peaceful.	  “Func=onal	  dissocia=on”	  

•  The	  ventral-‐vagal	  (social	  engagement)	  system	  is	  a	  
way	  of	  achieving	  personal	  safety,	  but	  it	  requires	  a	  
moderate	  amount	  of	  actual	  safety	  to	  develop	  or	  
stay	  employed.	  	  Some	  people	  are	  stuck	  in	  an	  
unsafe	  Catch-‐22!	  

“Children	  learn	  to	  regulate	  their	  behavior	  by	  
an?cipa?ng	  their	  caregivers’	  responses	  to	  
them.”	  

-‐	  van	  der	  Kolk;	  Schore	  1994	  
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Treatment	  is	  neurobiological	  

Context	   Sensa?on	   Percep?on	  

Protec?on:	  
Reduce	  exposure	  
to	  overwhelming	  

events	  
“No!”	  

Skills:	  
Increase	  capacity	  
to	  cope	  and	  care	  

for	  self	  
“Safe!”	  

Measures:	  
Increase	  safety	  
physical	  and	  
emo?onal	  

	  
“Now!”	  

Once	  trauma?zed	  people	  learn	  to	  
reorient	  themselves	  to	  the	  present	  
they	  can	  experiment	  with	  	  
reac?va?ng	  their	  lost	  capaci?es	  to	  
physically	  defend	  and	  protect	  
themselves.	  	  

Van	  der	  Kolk,	  2006	  
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•  Based	  on	  the	  NSM	  and	  the	  Polyvagal	  theory,	  
science	  and	  prac?ce	  —including	  non-‐Western	  
approaches	  to	  trauma	  healing—are	  coalescing	  to	  
recognize	  the	  key	  role	  of	  self-‐regula?on	  as	  a	  cost-‐
free,	  oten	  available	  method	  to	  promote	  healing,	  
safety,	  connec?on	  and	  health.	  Several	  examples	  
of	  self-‐regulatory	  techniques	  will	  be	  offered	  and	  
demonstrated,	  including	  grounding,	  EFT,	  and	  
mindfulness.	  Aspects	  to	  consider	  related	  to	  
trauma	  will	  be	  emphasized.	  
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Essen?al	  nutrients	  
•  Alimenta?on	  (Vitamins,	  minerals,	  protein,	  etc.)	  
•  Water,	  fluids	  
•  Fresh	  air,	  oxygen	  
•  Movement,	  muscle	  fa?gue	  
•  Sleep,	  rest	  
•  Shelter	  
•  Clothing	  
•  Needed	  medical	  aNen?on	  
•  Sunshine	  
•  Safety	  

Paying	  aNen?on:	  
No?cing	  via	  senses	  what	  actually	  happens	  
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Intense	  emo?ons:	  Grounding	  
•  Detaching	  from	  overwhelming	  emo?onal	  pain.	  
•  Useful	  when	  someone	  experiences	  flashbacks,	  
overpowering	  sadness,	  dissocia?on,	  aggression,	  desire	  to	  
flee	  or	  fight.	  

•  Useful	  for	  when	  experiencing	  conflict,	  judgment,	  ?me-‐
crunch,	  fear	  of	  being	  blamed.	  	  
–  Present-‐focused.	  	  Here,	  now	  
–  Externally	  focused.	  Physical,	  real,	  outside	  self	  
–  Concrete,	  categories,	  movements	  and	  thoughts	  to	  calm,	  soothe	  
and	  help	  detach	  from	  emo?onal	  pain.	  Distrac?on,	  detachment	  

•  Good	  for	  children	  when	  having	  temper	  tantrums,	  crying	  
fits,	  hard	  ?me	  breathing,	  overwhelmed	  

Level	  0	  –	  On	  the	  Ground,	  Stable	  

Level	  1	  –	  Grounded,	  Barely	  unstable	  

Level	  3	  –	  Less	  grounded,	  Slightly	  
unstable	  

Level	  5	  –	  Losing	  grounding	  

Level	  8	  –	  Lost	  ground,	  
very	  unstable	  

Level	  10	  –	  No	  
grounding,	  

extremely	  unstable,	  
DANGER	  
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SAFE	  CONNECTIONS	  
Safety,	  connec?on,	  autonomy,	  interdependence	  

“The	  therapist	  must	  first	  adopt	  the	  a|tude	  that	  
nothing,	  not	  even	  the	  pa?ent's	  feelings,	  is	  more	  
important	  than	  safety	  and	  stability….	  What	  we	  
want	  to	  model	  is	  our	  constant	  concern	  and	  
interest	  in	  safety	  and	  self-‐care.	  ”	  

-‐  Janina	  Fisher	  
The	  Work	  Of	  Stabiliza?on	  In	  Trauma	  Treatment,	  1999	  
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Safe	  connec?on	  
•  Safety,	  security,	  stability	  of	  this	  person	  
•  Invita?onal	  
•  Radical	  informed	  consent	  
•  Focus	  on	  safely	  mee?ng	  needs	  
•  Coping	  skills	  vs.	  feelings	  processing	  
•  Grounding,	  anchoring,	  self-‐regula?on	  
•  Mul?ple	  formats,	  repe??on,	  prac?ce,	  handouts	  
•  Balance	  empathy	  and	  accountability	  

•  In	  the	  course	  of	  successful	  recovery,	  it	  should	  
be	  possible	  to	  recognize	  a	  gradual	  shit	  from	  
unpredictable	  danger	  to	  reliable	  safety,	  from	  
dissociated	  trauma	  to	  acknowledged	  memory,	  
from	  s?gma?zed	  isola?on	  to	  restored	  social	  
connec?ons.	  

•  Judith	  Herman,	  “Safety”	  in	  Trauma	  and	  
Recovery,	  pg.	  155	  
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Build	  ac?ve	  safety	  skills	  
•  Use	  the	  Safe	  Coping	  Skills	  sheet.	  
•  Prac?ce	  self-‐regulatory	  skills	  via	  scripts	  and	  fun	  
ac?vi?es.	  

•  Dis?nguish	  between	  physical	  and	  emoConal	  safety.	  
•  Measure	  reducCons	  in	  unsafe	  behaviors	  and	  use	  that	  
to	  assess	  program’s	  effec?veness	  w/client.	  

•  Relate	  all	  unsafe	  behaviors	  to	  the	  person	  (do	  not	  hold	  
other	  people’s	  safety	  as	  more	  important).	  

•  Use	  Seeking	  Safety	  as	  a	  staff	  development	  program.	  
•  Use	  the	  Danger	  Assessment	  when	  domes?c	  violence	  
involved.	  	  	  

Notice this… Move to this… 

“Life-or-death”, forever, 
never-ending “Here-and-now”, right now 

Permanent, never changing Possible, changeable, 
attemptable 

Dissociation Awareness 
Self-labels, self-diagnosis (“I 
am…) 

Schemas, information (“Have 
you noticed…” 

Freeze when threatened Action when threatened 

“Freak out” when informed Options when informed 

Terror Safety 

(Adapted from Fisher, 2003) 
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Radical	  informed	  consent	  
•  Rights-‐based	  

–  Cons?tu?on	  and	  the	  Survivors’	  Bill	  of	  Rights	  
•  Invita?onal	  	  

–  “Are	  you	  willing”	  “Could	  it	  be	  helpful?”	  
•  Now	  (present	  focus)	  

–  You	  can	  consent	  or	  remove	  consent	  every	  session/day	  
•  Ask	  for	  agreement	  (not	  understanding)	  

– Do	  you	  agree	  to	  these	  rules?	  	  No?	  	  What’s	  the	  
disagreement?	  

•  Choices	  –	  simple	  and	  clear	  and	  Cons?tu?onal	  
–  You	  do	  not	  have	  to	  answer	  these	  ques?ons	  

Trauma	  Survivors’	  Bill	  of	  Rights:	  
all	  about	  consent	  
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Observe	  the	  Cons?tu?on	  
Avoid	  self-‐incrimina?on	  and	  protect	  others	  from	  self-‐incrimina?on	  

•  Clients	  involved	  in	  the	  dependency	  and	  delinquency	  
systems	  may	  choose	  not	  to	  share	  informa?on	  with	  
advocates,	  court	  personnel,	  and	  mental	  health	  
professionals	  to	  protect	  themselves	  or	  others.	  	  

•  ANorneys	  and	  other	  advocates	  may	  choose	  not	  to	  ask	  
about	  past	  experiences	  or	  request	  screenings	  or	  
assessments	  for	  fear	  of	  uncovering	  informa?on	  that	  could	  
be	  used	  against	  their	  client.	  	  

•  Advocates	  can	  give	  copies	  of	  trauma-‐focused	  guides	  or	  
handouts	  to	  all	  clients	  rather	  than	  single	  out	  par?cular	  
youth	  (see	  hNp://www.nctsn.org	  for	  some	  examples).	  	  

Pilnik,	  L.,	  &	  Kendall,	  J.	  R.	  (2012)	  
VicCmizaCon	  and	  Trauma	  Experienced	  by	  Children	  and	  Youth:	  ImplicaCons	  for	  Legal	  Advocates	  	  

Moving	  From	  Evidence	  to	  Ac?on:	  The	  Safe	  Start	  Series	  on	  Children	  Exposed	  to	  Violence	  Issue	  Brief	  #7.	  	  
Safe	  Start	  Center,	  Office	  of	  Juvenile	  Jus?ce	  and	  Delinquency	  Preven?on,	  Office	  of	  Jus?ce	  Programs,	  U.S.	  Department	  of	  Jus?ce.	  	  

•  Among	  pa?ents	  with	  high	  rates	  of	  
trauma	  load,	  reten?on	  level	  
increased	  from	  29%	  to	  80%	  when	  
educa?on	  about	  alcohol	  and	  trauma	  
was	  added	  to	  treatment	  as	  usual.	  
(Dore,	  2012)	  
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The	  limits	  of	  talk	  
	  “The	  imprint	  of	  trauma	  doesn’t	  ‘sit’	  in	  the	  verbal,	  
understanding,	  part	  of	  the	  brain,	  but	  in	  much	  deeper	  
regions	  -‐	  amygdala,	  hippocampus,	  hypothalamus,	  
brain	  stem	  -‐which	  are	  only	  marginally	  affected	  by	  
thinking	  and	  cogni?on…	  then	  to	  do	  effec?ve	  therapy,	  
we	  need	  to	  do	  things	  that	  change	  the	  way	  people	  
regulate	  these	  core	  func?ons,	  which	  probably	  can’t	  
be	  done	  by	  words	  and	  language	  alone.”	  	  

Van	  der	  Kolk	  
The	  Body	  Keeps	  Score	  

Art	  Therapy	  
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Group	  healing	  
•  B	  van	  der	  Kolk	  recommends	  choral	  singing	  as	  trauma	  tx.	  
•  NADA	  protocol	  for	  ear	  acupunture.	  
•  Many	  non-‐Western	  cultures	  have	  healing	  tradi?ons	  that	  ac?vate	  

and	  use	  physical	  movement	  and	  breath:	  
–  Yoga,	  chi	  qong,	  medita?on,	  and	  tai	  chi,	  all	  of	  which	  claim	  to	  regulate	  

emo?onal	  and	  physiological	  states.	  	  
•  Trauma-‐informed	  yoga	  shown	  to	  reduce	  PTSD	  symptoms	  (Emerson,	  

2009)	  
•  Working	  with	  sensa?on	  and	  movement	  has	  been	  extensively	  

explored	  in	  many	  techniques:	  
–  mindfulness,	  focusing,	  sensory	  awareness,	  Feldenkrais,	  Rolfing,	  the	  F.M.	  

Alexander	  Technique,	  body–mind	  centering,	  soma?c	  experiencing,	  Pesso-‐
Boyden	  psychotherapy,	  Rubenfeld	  synergy,	  Hakomi,	  and	  many	  others.	  

•  Self-‐defense	  classes,	  kick-‐boxing,	  dance	  and	  theatre	  also	  work	  in	  
similar	  ways.	  

	  
\	  

 
WHAT WE TEACH 
Capacitar offers simple effective  
wellness skills such as:  
    • Body movement 
    • Acupressure for pain & stress 
    • Fingerholds for emotions 
    • Breathwork & visualization 
    • Emotional Freedom Tapping. 
 
Capacitar.org  

	  

Northern Ireland: Trauma Counselors 

 
 USA: Domestic Violence Rwanda: HIV/Trauma  

El Paso/Juarez: Border Outreach 
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Psoas	  

•  Considered	  an	  involuntary	  muscle,	  it	  cannot	  
be	  consciously	  controlled.	  

•  The	  psoas	  plays	  an	  important	  role	  in	  the	  
survival	  response	  of	  the	  organism.	  	  	  

•  Fear	  is	  the	  only	  ins?nct	  that	  has	  the	  power	  to	  
immobilize.	  	  Fetal	  curl.	  

•  Treatments:	  	  Construc?ve	  Rest	  Posi?on,	  
Rolfing,	  Feldenkrais,	  Trauma	  Release	  Exercises	  
(trembling),	  	  Dancing,	  Rocking	  chair,	  Cycling	  

Construc?ve	  Rest	  
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Safety	  1.	  Physical	  safety	  

2.	  Emo?onal	  
safety	  

3.	  Teamwork	  
(goal	  or	  task	  
focused	  -‐	  no	  
processing)	   4.	  Connec?on	  

(focus	  on	  
nonviolent	  com	  
and	  conflict	  
resolu?on)	  

5.	  Future	  lives	  
and	  goals	  
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Recommended	  reading	  
•  Brain	  Rules,	  John	  Medina	  
•  Boy	  Raised	  as	  a	  Dog,	  Bruce	  Perry	  
•  The	  Brain	  that	  Changes	  Itself,	  Norman	  Doidge	  
•  Developmental	  Traumatology,	  Part	  2:	  Brain	  
Development.	  M.D.	  De	  Bellis,	  M.S.	  Keshavan,	  D.B.	  
Clark,	  B.J.	  Casey,	  J.N.	  Giedd,	  A.M.	  Boring,	  
K.	  Frustaci	  and	  N.D.	  Ryan	  in	  Biological	  Psychiatry,	  
May	  15,	  1999.	  	  

•  Wounds	  That	  Time	  Won't	  Heal:	  The	  Neurobiology	  
of	  Child	  Abuse,	  Mar?n	  H.	  Teicher	  in	  Cerebrum,	  
Fall	  2000.	  	  

•  McLean	  Hospital:	  www.mcleanhospital.org	  	  

Youtube	  videos	  

•  Comparison	  of	  the	  sympathe?c/
parasympathe?c	  nervous	  systems	  
– hNps://www.youtube.com/watch?
v=1JTz5WQDWd4	  	  

•  Gabby’s	  grounding	  video	  
– hNps://www.youtube.com/watch?v=88AuyGF2J3I	  	  

•  PolyVagal	  Theory	  –	  Dr.	  Stephen	  Porges	  
– hNps://www.youtube.com/watch?
v=MKkDAOW2yd4	  	  
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Thank	  you!	  

•  Gabriella	  Grant,	  Director	  
•  gabbygrant@me.com	  	  
•  CA	  Center	  of	  Excellence	  for	  Trauma	  Informed	  
Care	  

•  www.trauma-‐informed-‐california.org	  	  
•  916-‐267-‐4367	  


